
 

Supplemental Nutrition Program for Women, Infants and Children 

Montana Application for Local Programs 
 

 
I. Instruct ions 

 

A. It  is suggested the applicant contact the State Program Coordinator before complet ing this 

applicat ion.  Early contact betw een the applicant and the State Agency w ill help minimize 

problems. 

 

B. Please answ er all quest ions completely. 

 

C. Use the most current data available. 

 

II. Evaluat ion Criteria 

 

The follow ing criteria, but not limited to, w ill be taken into considerat ion:  

 

 Is there public health off ice support/coordinat ion in the proposed service area.  

 Are there enough part icipants in the area to support a clinic and is there potent ial for grow th.  

 Is there a registered diet it ian or nutrit ionist available to work w ith high risk part icipants. 

 Is the proposed clinic a public or private nonprof it  health agency w hich provides ongoing, 

rout ine pediatric and obstetric care and administrat ive services.  If  not, is such an agency w ithin 

the same service area for referral. 

 Are there retail out lets in the service area w here food instruments can be cashed.  

 Does the funding per part icipant f it  w ithin the structure of the funding formula.  If  not, is in -kind 

funding available. 

 How  w ill the addit ion of a clinic affect the operat ion of the WIC computer system (i.e. 

processing t ime, upload/dow nload, report ing, hard disk space, etc.).  

 What equipment w ill need to be purchased in order to begin operat ion of a new  clinic (i.e. 

computer, scales, measure/stature boards, hemocue, off ice furniture, storage cabinets, etc.).  

As w ell, w hat costs are associated w ith this and is there exist ing equipment that could be 

shared w ith another public health agency. 

 How  w ill the addit ion of a clinic affect the w orkload of the state off ice staff  (i.e. computer and 

competency based training, monitoring, technical assistance, etc.).  

 Are there suff icient funds to operate an addit ional clinic w ithin the exist ing federal grant.  

 

III. Applicant Information 

 

A. Applicant Agency Name:  

 

B. Address:  

 

C. Telephone:  



 

D. Name, t it le and address of responsible off icial:  

 

  

 

E. Type of Agency: 

 

 Public 

 Private, Non-prof it  

 IRS Tax Exempt  #       

 IRS applicat ion pending (Date submitted       /      /      ) 

 Tribal 

 Other.  Describe:  

 

  

 

IV. Health Services 

 

A. Is there current ly a Well-child service in your community?  If  yes, describe (use addit ional 

sheets if needed): 

 

 

 

If  no, describe your plans to provide this service (use addit ional sheets if needed):  

 

 

 

B. Do you current ly have a Prenatal Education program?  If  yes, describe (use addit ional sheets 

if  needed): 

 

 

 

C. Is breastfeeding education part of the Prenatal Education program? 

 

1. Is there a linkage w ith the hospital to provide support for the w oman w ho chooses 

to breastfeed her infant?  Describe. Include the number of pregnant women served 

by the hospital in the last 12 months. (Use addit ional sheets if  needed):  

 

 

 

 

2. If  no linkage exists, describe w hether other community health agencies provide this 

service.  (Use addit ional sheets if  needed): 

 

D. Describe your plans to refer Program part icipants to a public agency or private provider for 

follow -up on ident if ied health problems, including the procedure for feedback from the public 

or private provider.  (Use addit ional sheets if needed):  

 

V. Nutrit ion Services 

 

A. Provide the name of the individual w ho w ill act as Competent Professional Authority, CPA.  

A CPA is an individual on the staff of the local agency authorized to determine an applicant 

eligible for part icipat ion, determine nutrit ional risk and prescribe supplemental foods.  The 

only persons 



 

 w ho may be authorized to serve as a CPA are:  Physicians, Nutrit ionists, Diet it ians, 

Registered Nurses, Cert if ied Physician' s Assistants, Home Economists, or a state or local 

medically trained health off icial: 

 

 

 

B. Provide the qualif icat ions (education, licensure, etc.) of the person named above.  (Use 

addit ional sheets if needed): 

 

 

 

 

 

C. What do you ant icipate necessary FTE to be?  For example, CPA, Aide, off ice manager, etc.  

List  posit ion t it le and ant icipated FTE. 

 

 

 

 

VI. Socio-Economic/Vital Stat ist ics 

 

A. What w ill be your service area (county or reservat ion):   

 

  

 

B. What is the service area populat ion?  

 

C. What is the service area racial/ethnic composit ion? 

 

1. White                 % 

 

2. Black                 % 

 

3. Hispanic                 % 

 

4. American Indian                 % 

 

5. Asian or Pacif ic Islander                 % 

 

D. What is the median family income in your service area ?  

 

  

 

 

E. Which of the follow ing programs are available in your service area.  Provide the most current 

caseload f igure.  List  a contact person w ho w ill be used for referral for each program.  

 

1. Pathw ays/FAIM:  

 

2. Supplemental Nutrit ion Assistance Program (SNAP):  

 

3. Medicaid:  



 

 

 

4. MCH Home Visit ing:  

 

 F. What is the incidence of the follow ing for your service area: 

 

1. Premature Infants  

 

2. Low  Birth Weight Infants  

 

3. Teen Pregnancy  

 

4. Other risks you have identif ied (describe):  

 

  

 

  

 

VII. Financial Management 

 

A. Provide a projected 12 month budget for the proposed WIC act ivit ies.  This should consist of 

salaries, benefits and operat ing expenses (include and list  any new  equipment w hich w ill 

need to be purchased; ie, w eighing and measuring devices).  

 

B. Provide a copy of the most recent f inancial audit of your agency.  

 

C. List  w ho w ill provide expenditure report ing? (i.e. WIC Staff , Clerk & Recorder, etc.) 

 

 

VIII. WIC Caseload   Current     Projected 

 

A. Women                                      

 

B. Infants                                      

 

C. Children                                     

 

Any descript ions of the characterist ics of the projected caseload, such as number of pregnant teens, 

older pregnant women, etc., are very helpful.  

 

IX. Physical Locat ion 

Describe the locat ion w here part icipants w ill be served.  Be specif ic (i .e. Health Department, City-

County Building, Hospital, etc.).  Describe off ice space, size of space, locat ion of phone and pow er 

out lets, available w ait ing area, etc.  A draw ing of the space is helpful.  

 

 

 

Describe w hat secure storage is available for food instruments, computer equipment, part icipant 

f iles, etc. 

 



 

 

X. Retailer Services 

 

List  name and locat ion of retail stores w hich are current ly authorized or under contract to redeem 

WIC food instruments; or ones w hich may be w illing to enter into contract (use addit ional sheets if 

needed). 

 

 

 

 

 

 

XI. Begin Date 

 

A. When do you ant icipate being ready to open a WIC clinic? 

 

 

 

B. How  many days per month and hours per day do you ant icipate offering WIC services? 

 The applicant agrees that WIC Program benefits w ill be provided to eligible part icipants 

w ithout discriminat ion on the basis of race, color, nat ional origin, age, disability or sex.  

 

The applicant further agrees and assures that if  selected, it  w ill comply w ith the WIC Program Federal 

Regulat ions and State Policies and Procedures for WIC Program operat ions. 

 

The information contained in this applicat ion for a WIC Program is true and accurate to the best of my 

know ledge. 

 

 

 

__________________________                     ______________________________________________________ 

Date                                                                 Signature of Local Off icial w ith Authority to Implement 

WIC Program 



 

 

 


